Management Agency (FEMA) to be requested, mobilized, and delivered to the needy communities. 4, 5 The series of events that occurred in the US in 2001 underscored the danger in relying on resources that are external to the community for rapid public health response. At that time, the US Federal government recognized that the nation lacked the ability to mobilize public health services quickly during times of surge capacity needs. Consequently, considerable resources were provided to state and local governments, with the goal of improving public health disaster preparedness and enhancing overall public health surge capacity capabilities. One strategy to achieve this goal was the formation, in 2002, of the US Medical Reserve Corps (MRC).The MRC is a local, community-based, voluntary organization composed of healthcare professionals and other citizens who donate their time to: (1) prepare for and respond to local emergencies that have an impact on public health; and (2) assist with promoting healthy lifestyles and public health throughout the year. The stated mission of the MRC is to assure adequate numbers of healthcare workers and other types of responders who are competent to work in an organized effort to respond to any type of local catastrophe that impacts the health of the public. 6, 7 The US National Response Plan calls for mobilization of local MRC units to augment other local disaster response assets to address immediate needs during a disaster. 8 In the US, MRC units may be called upon to assist with activities such as providing health services in disaster shelters for medically fragile or vulnerable groups, staffing mass-distribution clinics where vaccinations or prophylactic medications are distributed to large populations, assisting with surveillance or case investigation activities, collecting specimens, and providing home care visits during quarantine initiatives. Today, there are more than 700 MRC units across all 50 of the United States and reliance on these units to provide adequate public health surge capacity is increasing. 6 To assure adequate numbers of volunteers, some MRC units devote considerable resources toward recruitment and retention of members. Because of the public health focus of the MRC, healthcare professionals often are the key target groups of this recruitment.Therefore, it is important to understand the factors that influence a healthcare provider's decision to volunteer for the MRC and remain an active member of the organization.
Surprisingly few studies have evaluated specifically the motivation of healthcare providers to volunteer and remain engaged in a voluntary disaster response or relief organization. The few studies that have been conducted focused on physicians, nurses, and Red Cross workers. Consistently, these studies found that volunteers were motivated by their desire to help others and the community, their need to be useful and feel needed, and the potential for them to become self-fulfilled. [9] [10] [11] [12] Factors that have been shown to serve as barriers for recruitment or retention include concerns for personal safety and economic solvency. 9, 11, 12 Other studies have examined paid healthcare workers and their motivations and concerns regarding reporting to work during a disaster. Most of these studies found that fear and concern for safety of self and family, as well as personal obligations, were likely to serve as barriers to reporting to work during these events. [13] [14] [15] [16] [17] [18] [19] Prehospital and Disaster Medicine Qureshi, Gershon, Conde s29 which contains each individual's name, address, and professional discipline. The database then was stratified by the 11 sub-groups, and within each group, each individual was assigned a number in successive order; using a random table of numbers, a proportionate random sample was selected from each sub-group. For professional groups that had few members, over-sampling was done. Each file was assigned a code number; this number was placed on the return envelope. The survey was mailed to each recipient in a packet containing an informational cover letter, the survey, a return envelope with return postage, and a pen. Each survey returned was separated from its envelope; the code number on the envelope was used to delete the file from the active survey list. After three weeks, a second survey was sent to individuals who remained in the active file. All data were processed using SPSS 16.0 (SPSS, Inc., Chicago, IL). Chi-square and one-way analysis of variance (ANOVA) were used to describe the sample and reported interest, ability, and willingness to join the MRC. A betweensubjects design was used to examine interest, ability, and willingness by gender and ethnicity as well as among the three professional groups (MD/DDS, nurse, and allied health).
All open-ended question qualitative data were reviewed and an initial round of inductive, latent, thematic analysis was conducted by the first investigator. The data again were reviewed and re-grouped into major themes and indigenous concepts were identified. A 10% sample from each of the 11 professional categories randomly was selected and independently coded by a second investigator using the same procedures.The coding between the two investigators was compared and a kappa (k) statistic was computed to assess the level of agreement. The k-statistic for each question ranged from 0.76 to 0.96, indicating a high level of internal reliability.
Results
A total of 1,123 surveys were mailed; 66 were returned as undeliverable (postmarked address unknown), leaving a total of 1,057 surveys delivered to the intended individuals. Four hundred sixty-eight (468) healthcare professionals completed and returned the survey, for an overall response rate of 44.3%.
Responder Profile
The majority (n = 297, 64.4%) of the respondents were female ( Table 2 ). The response rate varied by professional group with the highest response rate from the allied health and nurse group (45%), and the lowest response rate from the MD/DDS group (41%). The majority of respondents (53.5%) self-identified as whole or part Asian, while the remainder identified themselves as whole or part: Caucasian (38.7%); Hawaiian (5.3%); Hispanic (1.9%); or African-American (0.6%). The average age of the male responders was 49.8 ±11.6 years (±1 standard deviation) while the average age of the females was 47.6 ±12.2 years. (Table 2 ) For the entire sample, the mean value of the ages was 48.3 ±12.0 years with a range of 24 to 80 years of age.
Prior Knowledge of the MRC, Level of Interest, Ability, and Willingness to Join
Only 8% (n = 37) of the respondents reported having any prior knowledge of the MRC. The overall average level of interest in joining the MRC was moderate to high (2.6 ±1.2). The average overall willingness to join the MRC also was moderate to high (2.3 ±1.2), while the average ability to join was low to moderate (1.9 ±1.2).
Interest, Ability and Willingness to Join by Gender, Race, Ethnicity, and Professional Group
The mean scores and analysis of variance results for interest, ability, and willingness to join the MRC among the MD/DDS, nurse and allied health groups are listed in Table 3 . Because the F-statistic was significant for differences between professional groups, post-hoc analysis was conducted using Scheffe tests.
Interest-On average, females in all groups reported a higher level of interest compared to males. The MD/DDS group reported a lower mean level of interest (p = 0.000) compared to the nurse and allied health groups 2.1 ±1.2 vs. 2.7 ±1.3 and 2.8 ±1.2, respectively. There were no statistically significant differences in interest between the racial/ethnic groups studied.
Ability-The MD/DDS group reported a lower mean level (p = 0.002) of ability to join the MRC compared to the nurse and allied health groups 1.5 ±1.0 vs. 2.0 ±1.2, and 2.0 ±1.1, respectively. There were no statistically significant differences in the ability to join the MRC between the different genders and racial/ethnic groups.
Willingness-On average, the allied health group was more willing (p = 0.01) to volunteer in the MRC than the MD/DDS and nurse groups, (2.5 ±1.1 vs. 2.0 ±1.1 and 2.3 ±1.2, respectively), while females in all groups indicated a higher level of interest for joining compared to males (2.7 ±1.1 vs. 2.4 ±1.0) (p = 0.01; Table 3 ). There were no statistically significant differences in reported willingness to join the MRC between any of the racial/ethnic groups.
Perceived Benefits and Drawbacks of Joining
Based upon qualitative analysis of the open-ended questions, the most commonly cited benefit for joining the MRC was personal satisfaction from being able to give back or help one's community; this was followed by having an opportunity for additional disaster training. Finally, the chance for 
Opinions Regarding their Professional Colleagues Joining the MRC
Slightly more than half of the respondents (n = 256, 54.7%) thought that their colleagues would join the MRC.
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Common reasons for thinking their colleagues would join the MRC included: (1) they thought their colleagues knew it was the right thing to do; (2) the community needed their help; and (3) most would enjoy helping others. Common reasons cited for thinking their colleagues would not join the MRC included: (1) a general lack of time; (2) competing obligations; and (3) their colleagues' skills would not be useful for the MRC program.
Best Days of the Week and Time of the Day for Meetings
Respondents were asked to select the two best days and times for attending MRC meetings. The responses were somewhat evenly divided among Monday through Saturday, while Sunday was the least preferred (Monday, 14.4%, Tuesday, 15.9%, Wednesday, 17.1%, Thursday, 20.2%, Friday, 14.7%, Saturday, 16.4%, and Sunday, 1.4%). The most frequently cited best times for meetings were the morning hours (30.3%), followed by evening hours (24.1%).
Important Strategies for MRC Operations
Respondents rated the importance of a variety of key MRC operational issues and activities using a 5-point Likert Scale, (with 0 = not important, 1 = somewhat important, 2 = important, 3 = very important, and 4 = extremely important). Of seven key activities listed, liability protection and education sessions were rated highest (mean = 3.5 ±0.96 and 3.1 ±1.01, respectively). The rated MRC activities in their order of reported importance are listed in Table 4 .
Preferred Training Topics
Respondents rated the importance of a variety of MRC training topics using the same 0-4 Likert scale (Table 5 ).
There was very little variation among the topics with regard to importance with scores ranging from 3.1 ±0.96 to 3.5 ±0.78; all of the training topics were considered to be relatively important.
Discussion
The MRC is a US strategy for assuring an adequate workforce during public health surge capacity needs. In this study, prior knowledge of the MRC among healthcare professionals was quite low. At the time of the survey, no marketing had been conducted in the state of Hawaii to inform or recruit volunteers. These findings illustrate the importance of and necessity for MRC marketing programs. Females reported a higher level of interest in joining, compared to males. This finding is reflected in the composition of the existing Hawaii MRC, in which 75.5% of its 350 volunteers are female. (Personal Communication, T Nash, February 2008). Overall, the allied health personnel and nurses groups reported more interest, willingness, and ability to participate in the MRC than did the MD/DDS respondents. Perhaps this is related to the fact that physicians and dentists frequently work more than 40 hours per week, in addition to being on call. 23 Such work time requirements likely preclude available time for MRC volunteer work.
The findings regarding perceived benefits and perceived drawbacks are useful for planning MRC recruitment and operational strategies. Marketing messages should stress the personal satisfaction to be gained and the training and networking opportunities available to members (most MRC units offer some type of a training program at each meeting). The time commitment required, the time away from family, conflict with work obligations and operation of the organization were recurrent drawbacks expressed by the respondents in this survey. These findings suggest that MRC meetings should be focused, be of short duration, and be well organized with a clear sense of purpose. Considering the importance of time for potential volunteers, the MRC may want to specifically target retirees, as they may not have the time conflicts that occur with employed individuals, and retirees often do not have some of the family obligations (i.e. young child care) that are associated with younger adults. Another recruitment strategy to consider is the use of innovative training methods, such as web-based programs. This may be beneficial in minimizing the number of meetings or time away from family or work, and thus, may appeal to the younger volunteer.
Furthermore, it is important that all MRC members feel that their contributions are valuable, that leadership in the organization is balanced and that all members have an opportunity to participate in a meaningful way. Slightly more than half of the respondents in this study reported that they thought that their colleagues would join the MRC out of a sense of obligation or because it is the right thing to do. This response is consistent with what respondents reported for themselves. Therefore, the opportunity to fulfill an obligation to one's community should be reinforced during recruitment, as well as during MRC activities. Strategies such as public recognition for MRC services provided are likely to reinforce pride in belonging to the group and foster a sense of fulfillment.
Preferred MRC operational activities were identified clearly by the respondents. The high importance of liability protection underscores the value of providing this assur- 
Conclusions
Since the most important issues identified for joining the MRC included: time commitment, manner in which the MRC was organized and operated, training sessions, liability protection, and safety of family, MRC organizers should consider the following: (1) keep meetings relatively short and focused; (2) ensure that the MRC is operated in an efficient, organized manner, with all qualified members eligible to serve in leadership roles; (3) consistently provide a focused training session at each MRC meeting; (4) provide liability protection for all volunteers; (5) assure that, when needed, disaster services are provided to the families of MRC members so that the volunteer is more able and willing to report for volunteer duty; and (6) consider specific marketing to retired persons, as they are likely to have more time and most certainly have valuable experience to offer. Finally, recruitment marketing strategies should appeal to the potential volunteer's sense of responsibility and the personal satisfaction to be gained from helping members of one's community. Understanding what motivates healthcare workers to join and remain as an active member is essential for building an MRC organization that can support public health during surge capacity needs.This study should be replicated in other areas of the nation where there is an existing higher level of awareness about the organization and where the demographics more closely reflect the general population of the nation as well as in other countries that utilize volunteers for public health surge capacity response. In addition, the factors that motivate nonhealthcare workers to volunteer for an organization such as the MRC would be useful to examine. In summary, these findings provide guidance for the recruitment and retention of MRC members and other disaster volunteer organizations.
ance for the professional MRC volunteer. Education and/or training at each MRC meeting highlights the desire of volunteers to utilize their valuable personal time wisely. The desire for volunteers' families to receive services first, in the event that the member is activated for response, is consistent with the findings of others; overall willingness to report to duty during a disaster has been found to be influenced by fear and concern for the safety of oneself and their family. [13] [14] [15] [16] [17] [18] [19] The MRC should consider (to the extent possible) how they can assure the safety of the MRC volunteers' families when the member is activated for disaster duty. For example, the MRC member and their family may be offered priority vaccination during an epidemic for which a vaccine is available, or the MRC member may be encouraged to bring his or her family to the specific disaster shelter where they are assigned to work in the event their own family is displaced.
The fact that social activities and serving food at meetings were ranked lower than other activities illustrates the importance of having meaningful MRC activities and meetings that are focused on fulfilling the mission of the organization. The findings of this study indicate that a prerequisite for MRC member recruitment and retention is a well-run organization.
There are several limitations to this study. The entire sample was drawn from the state of Hawaii, which is geographically isolated, and in which the majority of the population is Asian, while the Caucasian population is a minority. As a community, there is a strong sense of geo-
Training Topics
Mean Score* (+SD) Table 5 -MRC training topics in order of rated importance *Scale: 0 = none, 1 = low, 2 = moderate, 3 = high, 4 = very high
